This document is made available in accordance with publisher policies. Please cite only the published version using the reference above. 
SUMMARY
This paper starts with a brief review of the UK Supreme Court's decision in the Montgomery case. Although much of the focus in discussing the case has been on the disclosure of risk, an important aspect of the model of consent contained in the judgment is that of dialogue. The model of informed consent set out in Montgomery suggests shared decision-making as the norm. Central to shared decision-making, however, is an awareness of values and of how values can vary between people. We introduce values-based practice as an approach which is entirely in keeping with the precepts of the Montgomery judgment. We go on to review how values-based practice and shared decision-making are relevant to psychiatric practice, using as examples recovery practice and compulsory detention under the Mental Health Act 1983.
DECLARATION OF INTEREST
There are no conflicts of interest. The views expressed in this paper are those of the authors.
LEARNING OBJECTIVES

•
Learn about the new legal test of consent established by the UK Supreme Court Montgomery ruling
Learn about the role of values-based practice as a partner to evidence-based practice in implementing Montgomery
Understand how values-based practice and Montgomery together support shared decision-making in psychiatry
Introduction
The last 30 years have witnessed the law on consent move progressively towards a patientfocused approach. This shift, from paternalism to informed consent, is well documented by Rix (2017) . The UK Supreme Court Montgomery ruling (Montgomery v Lanarkshire Health Board (Scotland) [2015] UKSC 11) consolidates this move, making what matters or is important from the perspective of the patient (i.e. patients' values) central to consent.
Montgomery however also incorporates other value perspectives including those of the clinician. The ruling thus makes shared decision-making between clinician and patient the basis of consent in clinical care.
In this paper we: (1) describe the elements of consent as set out in Montgomery and how these reflect current GMC and related guidance on shared decision-making; (2) outline the skills and other elements of values-based practice that together with evidence-based practice support shared decision-making in clinical care; and (3) give examples of how Montgomery and values-based practice together support shared decision-making in psychiatry.
1) The Montgomery Ruling
The facts of the case in Montgomery are readily stated (see Rix 2017) . Mrs Nadine 
Four elements of the Montgomery model of consent
Some commentaries have tended to focus on what Montgomery has to say about risk disclosure. This is important, but is only one of four key elements of its model of consent. We shall look briefly at each of these as summarized in Box 2 and then indicate how they come together in shared decision-making. Contemporary standards of practice they argued (as represented in particular by GMC guidance, such as Good Medical Practice (GMC 2013)) demand an approach that defines the materiality of a risk from the perspective primarily not of the clinician but of the patient.
They summarised their patient-focused test of materiality thus:
'The test of materiality is whether, in the circumstances of the particular case, a reasonable person in the patient's position would be likely to attach significance to the risk, or the doctor is or should reasonably be aware that the particular patient would be likely to attach significance to it' (paragraph 87). This is an important passage. But there is more to consent in Montgomery than just risk disclosure so defined. 'It follows from this approach', the Montgomery judges continue, that the materiality of a risk '… is likely to reflect a variety of factors … for example … the importance to the patient of the benefits sought to be achieved by the treatment, the alternatives available, and the risks involved in those alternatives' (paragraph 89, emphases added).
This in turn means, they continue in the next paragraph, that the doctor's role '…involves dialogue, the aim of which is to ensure that the patient understands the seriousness of her condition, and the anticipated benefits and risks of the proposed treatment and any reasonable alternatives, so that she is Taken into account, then, weighed in the balance, no more. But also no less -it was precisely because Mrs Montgomery's values were not taken into account that the Montgomery judges overturned the findings of two lower courts and allowed her appeal. So there is a balance to be struck. This is where values-based practice has a role to play.
2) Values-based Practice
Values-based practice is one of a number of approaches (including ethics and health economics) developed in recent years to support working with values in healthcare. Valuesbased practice adds to these a skills-based approach to balanced decision-making within frameworks of shared values. dissensual because it will not always be possible to reach a consensus, yet conflicting values remain relevant: "differences of values, instead of being resolved, remain in play to be balanced according to the circumstances presented by particular decisions" (Fulford 2012, p. 32; and see Fulford 2012, pp. 165-182 for further discussion of "dissensus"). Dissensus, then, does not preclude the possibility of consensus about shared values, but allows the possibility of a balanced approach to working together even where values are in conflict (Fulford 1998 ).
Box 5 sets out the process elements of values-based practice mentioned in Box 4. They are further described in Fulford (2004) and Fulford (2012) .
----Box 5. The process elements of values-based practice about here ----In the rest of this section we illustrate how values-based practice supports shared decisionmaking with a worked example of a training exercise used to develop one of its four skills areas, raised awareness of individual values.
If you want to learn more about values-based practice a comprehensive reading guide including self-training and other resources is available at: http://valuesbasedpractice.org.
A worked example
Raised awareness is the starting point for all values-based training. Our natural tendency is to assume that we understand each other's values. But all too often we are wrong. So it is important clinically to find out what is important to our patients. Otherwise we will not be in a position to 'take into account' our patients' values in the process of shared decision-making required by Montgomery.
----Box 6. Forced Choice Exercise, about here ----The exercise shown in Box 6 is a forced choice exercise. You may want to try this before reading on. Like other skills-based areas of medicine, values-based practice is better understood by trying it for yourself rather than just reading about it.
Mostly people don't find it easy! This is part of the message. But the main message is in the extraordinary range of answers people give. The range shown in Figure 1 is from a seminar with a group of clinicians; but the range is typical. Just twenty-five people's answers range from under six months to over eighty years. In training sessions people are often really surprised by the answers that other group members -even people who know each other well priority is to last long enough to see their children safely grown up: so they might need a minimum of ten or more years. Still other people opt for the 50:50 'kill or cure' option regardless. Two people in this group said they would 'want it over with' rather than facing a definite date of death however far away.
The messages then are that, yes, our individual values really are very different one from another, and no, we can't assume we know what matters even to people we know well (let alone therefor the patient we met for the first time a few minutes ago). All this in turn plays out in clinical decision-making. In this forced choice exercise everyone has the same evidence-base. They have indeed an artificially simple evidence base. Usually the evidence is more complex and ambiguous than in the imaginary scenario in the exercise. Also, equivalent choices made for real are that much more challenging for being emotively charged. Yet this is what is demanded of patients in the shared clinical decision-making required by Montgomery.
Raising awareness, as we have indicated, is only the start. But it is a useful start clinically. In the next section we look at how values-based practice in raising awareness of differences of individual values, supports shared decision-making in psychiatry. We consider two examples, recovery practice and compulsory treatment, representing contrasting balances of values.
3) Shared Decision-making in Psychiatry
Psychiatry shares with the rest of medicine the principles of shared values-based decision- But there is a marked gap between theory and practice:
'…the accounts of people using mental health services, along with observations and surveys of psychiatric practice, all suggest that [shared decision-making] is not fully implemented, with psychiatrists often using persuasion to improve adherence. …'
(Baker 2013).
There is a similar gap between theory and practice with decisions about 'place of residence' for people with dementia admitted to medical wards (Emmett 2013 ) and, in part, this directly reflects the varied values that can be at play in such decision-making (Greener 2012) .
One reason for these gaps is that psychiatry raises particularly acute challenges of balancing values (Fulford 1989) . This is why the need for values-based practice has been recognized for example in forensic psychiatry (Adshead 2009 ). But that the challenges are generic is illustrated by the role of shared decision-making in recovery practice.
Recovery Practice
The importance of values in recovery practice in psychiatry has been widely recognised for some time (Anthony 1993; Baker 2013) . 'Recovery' in this context means shifting the focus of treatment from the professional's concern with symptom control to recovery of a good quality of life as defined from the perspective of the individual patient concerned (Allott 2002) . Whilst 'recovery' is a contested notion, it can be linked to experiences of inequality and injustice (Harper and Speed 2012) clinicians' values may differ from those of patients, as shown by Thornicroft et al. (2013) , where implementing joint decision-making in practice was hard to achieve. As already 
Compulsory treatment
The connections between the Montgomery ruling and mental health legislation have yet to be tested through the courts. There is after all something of a contradiction in the idea of (Department of Health 2015) . These principles directly reflect the Montgomery requirement that the patient's values should be at the heart of decision-making. They include:
• The need for independence and the promotion of recovery (1 st Principle);
• Participation and involvement (2 nd Principle);
• Recognizing and respecting 'the diverse needs, values and circumstances of each patient' (3 rd Principle);
• The purpose of treatment being to address the individual patient's needs, 'taking into account their circumstances and preferences where appropriate' (4 th Principle);
• Recognizing 'as far as practicable … the patient's wishes' (5 th Principle) (DoH 2015, pp.23-25) .
Training materials based on the Guiding Principles developed by the Department of Health to support implementation of the Act had the aim of limiting the use of compulsory treatment (Fulford and King 2008) . Since implementation, however, there has been growing concern that the number of detained patients has actually risen with potentially adverse effects on clinical outcomes (House of Commons Health Committee 2013). One explanation for this rise in compulsory treatment is that concerns about safety have in practice outweighed the patient-focused values expressed in the Guiding Principles (Fulford 2015 
Conclusions
In this article, we have described the new legal standard of care in consent set out in the Psychiatry, like other areas of medicine, is caught between the twin pressures of evergrowing demands and ever-shrinking resources. The focus in early commentaries on the new duty to disclose material risks imposed by Montgomery understandably led to concerns that this would add to these pressures. Understood rather as we have presented it here, as requiring partnership in clinical decision-making, Montgomery, far from adding to the pressures of practice, becomes an ally to professionals and patients alike in seeking the resources needed to deliver best practice in contemporary clinical care.
Box 1. Bolam and Montgomery
The Bolam principle is a rule for assessing the legal standard of care in negligence cases involving professionals. It says that a doctor (or other skilled professional) will not be held negligent so long as they act in accordance with the practice of a responsible and skilled body of their professional peers (Bolam v Friern Hospital Management Committee [1957] 
Box 2. Four elements of the Montgomery model of consent
1) Disclosure of material risks
2) Disclosure of benefits as well as risks 3) Disclosure of risks and benefits not just for the target intervention being considered but for any reasonable alternatives that may be available 4) Disclosure by way specifically of dialogue between the clinician and patient
Box 3. Three exceptions to the duty to disclose risks
Montgomery follows precedent in recognizing three exceptions to the duty to disclose:
1. Opting out: the patient does not wish to know about risks (but, even then, the GMC says that doctors should try to give basic information and must explain the potential consequences of not having the relevant information) (GMC 2008, paragraphs 13-15).
2. Risk of harm: there is a risk of serious harm should the patient be informed. But the GMC adds: "'serious harm' means more than that the patient might become upset or decide to refuse treatment" (GMC 2008, paragraph 16); and Montgomery warns that the "therapeutic exception" should be exceptional.
3. Necessity: in an emergency, the doctrine of necessity applies, for example if the patient is 'unconscious or otherwise unable to make a decision.' (Montgomery paragraph 88). No! >6m >1y >1<5 5-10 >10 >25 >80
